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Objective: To assess the quality of life after treatment for limb-threatening ischaemia. 
Design: An open, prospective, observational study in a Vascular Unit of a University Hospital. 
Materials: One hundred and fifty consecutive patients presenting with actual or threatened tissue toss of the leg. 
Methods: A single, experienced observer assessed the patients for pain, mobility, anxiety, depression, self-care nd 
lifestyle at presentation, 6 and 12 months later. 
Results: Six different reatment outcomes were recognised: successful angioplasty, successful thrombolysis/thrombectomy, 
successful surgical bypass, amputation after faited revascularisation, primary unilateral amputation and primary bilateral 
amputation. Pain was significantly improved in all groups (p<O.05) except for patients after failed revascularization (p= 
0.08). Mobility improved in patients who underwent angioplasty (p =0.05) or a successful surgical bypass (p = 0.001). 
Anxiety and depression both improved significantly only after surgical reconstruction (p<O.02). Self-care ability improved 
significantly after angioplasty (p<O.05), surgical reconstruction (p<O.O05) and unilateral primary amputation (p<O.05), 
but was unaltered in the other groups. Lifestyle significantly deteriorated following thrombolysis/thrombectomy and failed 
surgical reconstruction (p<O.05), but was maintained in all other groups. 
Conclusions: The treatment of limb-threatening ischaemia should aim to maintain pre-morbid lifestyle, an aim which 
is best achieved by limb-salvage. The patient's own expectations and needs have a major bearing on the choice of therapy. 
Key Words: Limb-threatening ischaemia; Quality of life. 
Introduction 
Surgery for limb-threatening ischaemia has undergone 
a radical change in the past two decades. Advances 
in arterial reconstructive t chniques have resulted in 
an aggressive approach to revascularisation with high 
patency rates and significantly reduced amputation 
rates in specialised units. 1-s Cogent arguments can be 
made for universal vascular reconstruction, both on 
humanitarian and economic grounds. 6"7 Such are the 
arguments that a major amputation of the leg, either 
above or below the knee, is seen as a failure. However, 
"successful" revascularisation a d limb salvage with 
subsequent deterioration in the lifestyle of the in- 
dividual must temper contemporary enthusiasm for 
limb salvage at all costs, s Also, rehabilitation may be 
better achieved in some cases with pr imary amputation 
and rapid prosthetic mobilisation. 9 Indeed, our own 
outcome study of leg-threatening ischaemia suggested 
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that patient factors, in addition to the operation, had 
a bearing on the ultimate success of rehabilitation. 1° 
The aim of the current study was to evaluate out- 
come measurement prospectively, including an as- 
sessment of the patient status prior to the episode of 
leg-threatening ischaemia. This would compensate for 
any bias of patient selection for a particular treatment 
option. An extended follow-up period of 12 months 
is a further improvement on our previous study to 
more accurately reflect the ultimate outcome. Four 
differing case histories serve to illustrate some of the 
problems which have to be overcome. 
Case Histories 
. A 61-year-old, blind diabetic lady was admitted 
with gangrene and ulceration of her right foot. A 
right below-knee femoropopliteal bypass graft was 
performed, but this failed and she underwent a
right below-knee amputation. Shortly after dis- 
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charge from hospital, she was readmitted for re- 
suturing of her amputation stump. She had a total 
of 92 days in hospital and required 10 physio- 
therapy sessions and 37 occupational therapy ses- 
sions. Initially mobility and pain were major 
problems, but her anxiety and depression levels 
were low and lifestyle assessment was good. In 
follow-up, there was minimal pain, excellent mo- 
bility, low anxiety and depression, with maximum 
lifestyle score and a well adapted home en- 
vironment at both 6 and 12 months after treatment. 
The main motivation for this lady was her guide 
dog and exemplifies the level of achievement 
which can be obtained with optimal rehabilitation 
after what would be regarded as an unfavourable 
surgical outcome. 
2. A 69-year-old, male, retired university professor 
who was a current smoker, presented with rest 
pain and ulceration in his left leg. After full as- 
sessment with non-invasive tests and ar- 
teriography he underwent a left above-knee 
amputation. He was reluctant o mobilise post- 
operatively and even after 14 physiotherapy and 
20 occupational therapy sessions, he was un- 
suitable for artificial limb-wearing. Initially, he 
had severe pain and markedly impaired mobility 
associated with depression and poor lifestyle 
scores in spite of a relatively good home en- 
vironment. After 6 months and 1 year, he was 
still relatively immobile, only moving around the 
house in a wheelchair with persistent moderate 
pain, worsening depression and a deterioration i
his lifestyle scores. This reflected his poor mo- 
tivation, dependence on others and an inability to 
improve his living environment o suit his re- 
quirements. 
3. A 69-year-old, male, ex-smoker was admitted with 
rest pain and ulceration of his right foot associated 
with a history of claudication. He underwent a
successful femorodistal bypass graft with resultant 
resolution of his symptoms and, eventually, ulcer 
healing. His total hospital stay was only 18 days. 
At initial assessment he had only mild pain and 
a small restriction on mobility with no anxiety, 
minimal depression and good activity and lifestyle 
scores. His environment was completely suitable. 
As might be expected from his surgical outcome, 
his 6 month and annual assessment revealed max- 
imal mobility, minimal pain and no evidence of 
anxiety or depression. His functional and lifestyle 
scores were also maximal and this was clearly a 
favourable outcome. 
4. An 82-year-old, male smoker was admitted with 
rest pain in his right leg which was rescued with 
a right axillofemoral bypass. He was in hospital 
for only 20 days postoperatively and required no 
occupational therapy or physiotherapy sessions. 
His initial assessment showed moderately severe 
pain, intermediate mobility, mild to moderate an- 
xiety and depression and poor lifestyle parameters, 
in spite of a reasonable functional ability as- 
sessment. Follow-up at both 6 and 12 months 
showed increased anxiety and depression with 
little overall change in his pain, mobility and life- 
style. Clearly surgery had produced no im- 
provement of his physical ability and his resultant 
mood problems leaves one wondering if limb- 
salvage had been worthwhile. 
Materials and Methods 
This study included 150 consecutive patients who 
presented with limb threatening ischaemia to the Vas- 
cular Unit at the Royal Hallamshire Hospital, Sheffield, 
U.K. In order to determine if revascularisation was 
possible, each patient was assessed non-invasively 
with Doppler ultrasound and then underwent a high 
quality intra-arterial digital subtraction angiogram. 
Primary amputation was performed only if the pro- 
spect for vascular econstruction was hopeless. 
During their initial admission, all patients were 
interviewed by an experienced Senior Occupational 
Therapist (LE), either before treatment or within 2 
days of the initiation of treatment, in order to assess 
their pre-morbid quality of life. Demographic har- 
acteristics and clinical data were obtained from the 
medical notes. Treatment outcome was recorded and 6 
and 12 month domiciliary re-assessments were carried 
out by the same Senior Occupational Therapist for 
each of the surviving patients. 
The domains chosen for quality of life assessment 
were pain, mobility, anxiety, depression, functional 
activity and lifestyle. The instruments of assessment 
were chosen for their suitability to determine outcome 
after vascular econstruction or amputation. Pain was 
indicated by the patient on the Burford thermometer, 
a visual analogue scale, and mobility was assessed on 
a graded scale from total immobility to unlimited 
ambulation. 11'12 The Hospital Anxiety and Depression 
scale relies on simple, questionnaire-based r sponses, la 
The Barthel independent "activities of daily living" 
(ADL) index is a simple and standardised ques- 
tionnaire-based assessment of the ability of an in- 
dividual to care for themselves in 10 specific areas 
including bathing, bowel and bladder continence, 
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Table 1. The environment scoring system. 
Parameter Score 
Accommodation 
Access 
Door widths/ 
hallways 
Toilet/commode 
Bath/Shower 
Bed 
Chair 
Stairs 
Wheelchair 
for each parameter 
Independent, totally suitable or 
suitably adapted 
Supervision 'or assistance r quired; 
awaiting adaptation 
Unsuitable, unable to use or totally 
dependent 
Environment i dex = score/total 
possible (as a decimal) 
Support/Care athome 
Table 2. Treatment outcomes for the study population. 
Treatment 
outcome 
Number of patients (percent ofinitial) 
Initially 6 months 12 months 
Angioplasty 26 20 (77) 19 (73) 
Throrr{bolysis/ 21 18 (86) 17 (81) 
embolectomy 
Surgical bypass 44 36 (82) 35 (80) 
Failed 13 8 (62) 7 (54) 
revascularisation 
Primary unilateral 34 24 (71) 23 (68) 
amputation 
Primary bilateral 12 9 (75) 8 (67) 
amputation 
Total 150 115 (77) 109 (73) 
Table 3. Patient demographics. 
Group Median Age Sex Ratio Diabetes Smokers 
(IQ range) (M:F) (%) (%) 
dressing, grooming, feeding and mobility. 14 A zero 
Barthel score indicates total dependence on other 
people, whilst a maximum score of 20 equates to total 
independence. The Frenchay activities index records 
activities which require some initiative from the patient 
including domestic hores, leisure activities and sal- 
aried employment with a grading system which relates 
to the degree of activity in each area (maximum score 
46) in the 6 month period prior to completion of the 
questionnaire. 15 An advantage of the Frenchay index 
over ADL is that it measures lifestyle rather than just 
self-care. 
The suitability of the patient's home situation was 
assessed in 10 categories (Table 1). This "environment 
score" was devised locally and was graded according 
to the modifications which would normally be re- 
quired for each patient in relationship to their clinical 
outcome. Not all categories were appropriate for every 
patient, as for example in the case of wheelchair status. 
The final score was, therefore, decimalised resulting 
in a score of 1.0 for a completely appropriate home 
environment and zero for a wholly inappropriate home 
environment. 
Statistical analysis was by a non-parametric analysis 
of variance between the groups and the p-values were 
calculated from the median values for each group 
using a Kruskal-Wallis test for the z statistic. Cat- 
egorical data were analysed by the Chi-squared test. 
Within group statistical analysis used a paired rank 
Wilcoxon analysis for changes over time. 
Results 
Out of the 150 patients, 91 (61%) underwent a suc- 
cessful revascularisation procedure and 59 (39%) had 
a major amputation, above, below or through (Gritti- 
Stokes) the knee. Six different outcomes of treatment 
1 76 (66-80) 15:11 31 77 
2 7 ! (68-81) !0:11 19 81 
3 71 (66-77) 24:20 20 52 
4 71 (65-80) 8:5 31 69 
5 68 (64-73) 25:9 26 76 
6 69 (60-73) 10:2 58 58 
Overall 71 (60-73) 92:58 27 68 
were recognised in this group of patients. Those who 
were successfully revascularised were treated by per- 
cutaneous angioplasty alone (group 1), had throm- 
bolysis and/or  surgical thrombectomy only (group 
2) or had a surgical bypass graft (group 3). Major 
amputation was either secondary to failed re- 
vascularisation (group 4), or a primary amputation of 
one (group 5) or both legs (group 6). The 6 and 12 
month mortality of these patients were 23% and 27%, 
respectively, leaving 115 patients (77%) for assessment 
after 6 months and 109 patients (73%) for assessment 
after 1 year. The number of patients in each treatment 
group followed to each time interval is given in Table 
2. 
The patient demographics for each of the treatment 
groups (Table 3) showed that those who underwent 
primary amputation were younger than patients 
undergoing attempted revascularisation (p=0.01, 
Mann-Whitney). There was a greater proportion of 
males (Chi-squared 6.50, p =0.01) and diabetics (Chi- 
squared 7.03, p = 0.008) amongst patients undergoing 
primary amputation compared to those in whom re- 
vascularisation was attempted. 
The clinical outcome groups were compared for 
preoperative quality of life status (Table 4). At pre- 
sentation, all groups showed similar levels of pain, 
mobility, anxiety and depression. Primary bilateral 
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Table 4. Quality of life a t presentation related to clinical outcome. 
Group Pain Mobility Anxiety Depression Barthel ADL Frenchay 
1 5 (3-8) 3 (2-4) 6 (2-11) 6 (3-8) 0.85 (0.7-1.0) 14.5 (8-18) 
2 7 (5-7) 2 (2-3.5) 5 (2-8) 5.5 (1-7) 0.95 (0.65-0.95) 24 (13-28.5) 
3 5 (4-7) 3 (3-4) 7 (4-13) 5 (3-8) 0.95 (0.85-1.0)* 21 (12-26) 
4 6.5 (3-8) 3 (2-4) 7 (4-14) 4 (3-8) 0.95 (0.83-1.0)* 31 (26-36)q- 
5 7 (3-9) 3 (1-4) 8 (3-9) 5 (3-8) 0.7 (0.5-0.94) 15 (7-26) 
6 7 (7-8) 2 (1-4) 5.5 (3-9) 4.5 (2.5-8) 0.7 (0.45-0.85)* 6 (4-14)t 
* p<O.05, group 6 vs. groups 3 and 4. 
t p<0.05, group 4 vs. all other groups and group 6 vs. groups 1-4. 
amputees had lower ADL scores preoperatively than 
the patients undergoing successful surgical bypass or 
a failed surgical reconstruction (both p<0.05, ANOVA). 
The Frenchay activities index was higher at pre- 
sentation in patients who had a failed surgical re- 
construction when compared to all other groups 
(p<0.05, ANOVA) and that for primary bilateral am- 
putees lower than all other groups (p<0.05, ANOVA) 
except patients undergoing primary unilateral am- 
putation. 
In general, the 6 month assessment produced similar 
results to those after 1 year (Tables 5 and 6, Figs. 
1-5). Statistical analysis within the individual groups 
compares the preoperative scores with those after 12 
months. 
Table 5. Anxiety assessment according to clinical outcome. 
Group Preoperative 6 months 12 months 12 months vs. 
preoperative 
1 6 (2-11) 4 (1-7) 6 (2-8) p=0.603 
2 5 (2-8) 5.5 (3-11) 5.5 (4-9) p=0.966 
3 7 (4-13) 4 (2-8) 4 (1-8) p=0.005* 
4 7 (4-14) 1 (0-4) 2 (1-3) p=0.028" 
5 8 (3-9) 2 (0~) 3 (1-4) p~0.001* 
6 5.5 (3-9) 2.5 (1-3.5) 3 (2-3) p~0.110 
Table 6. Depression assessment according to clinical outcome. 
Group Preoperative 6 months 12 months 12 months vs. 
preoperative 
1 6 (3-8) 6 (3-7) 5.5 (3-8) p=0.643 
2 5.5 (1-7) 5 (3-10) 7.5 (3-11) p=0.068 
3 5 (3-8) 3 (2-6) 2 (1-6) p = 0.012" 
4 4 (3-8) 5 (2-6) 4 (3-8) p=0.686 
5 5 (3-8) 3 (2-8) 3 (1-7) p=0.230 
6 4.5 (2.5-8) 1 (0.5-2) 3 (1-5) p=0.179 
Pain was improved in all groups 1 year after treat- 
ment. This was statistically significant for all patient 
groups except for the patients who had a failed re- 
construction where a marked trend was seen but the 
P value fell between the 5% and 10% level of confidence 
(Fig. 1). 
Mobility scores tended to improve in all groups 
initially selected for revascularisation during the first 
year after treatment, but this was significant only in 
those patients undergoing percutaneous transluminal 
angioplasty and successful surgical revascularisation 
(Fig. 2). 
Very few patients had levels of anxiety and 
depression which would be regarded as clinically 
significant. Anxiety scores remained higher in 
patients after successful revascularisation compared 
with amputees, but patients who had surgical re- 
construction, failed reconstruction and primary uni- 
lateral amputation were significantly less anxious 
than pre-treatment (Table 5). Depression scores failed 
to improve significantly in any group except the 
patients undergoing successful surgical reconstruction 
(Table 6). 
Barthel ADL assessment revealed a significant im- 
provement 1 year after successful angioplasty (p = 
0.03, Wilcoxon), surgical revascularisation (p =0.004, 
Wilcoxon) and primary unilateral amputation (p = 0.04, 
Wilcoxon). Patients with limb salvage by throm- 
bolysis/thrombectomy and those with failed limb sal- 
vage maintained their independent performance at 
already high pre-treatment levels, whilst bilateral am- 
putees were able to maintain their ADL at a somewhat 
lower level (Fig. 3). 
The Frenchay activities index (Fig. 4) was maintained 
at a relatively high level in the angioplasty and re- 
constructive surgery groups and at a low level for those 
patients who required bilateral primary amputation. 
Primary unilateral amputation resulted in a small, 
non-significant deterioration in the Frenchay index. 
Marked deterioration i the Frenchay activities index 
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Fig. 1. Pain scores for each of the clinical outcome groups at presentation (pre), 6 months (6too) and 1 year (lyr) after treatment. Statistical 
analysis (Wilcoxon paired rank) compares pre with lyr results. Key to clinical groups: limb salvage was achieved by percutaneous 
angioplasty (PTA); surgical thrombectomy and/or thrombolysis; uccessful surgical bypass; amputation followed failed reconstruction, 
or was a primary event in one (unilateral mputees) or both (bilateral amputees) legs. 
was found in patients who had successful limb-salvage 
with thrombolysis or thrombectomy (p=0.02, Wil- 
coxon) and those who underwent major amputation 
secondary to failed revascularisation (p=0.03, Wil- 
coxon) .  
The environment assessment was high in all groups 
and none showed any significant deterioration (Fig. 
5). 
Discussion 
This s tudy  has eva luated  the impact  of l imb threat-  
en ing i schaemia on the qual i ty  of life of 150 consecut ive 
pat ients  who presented  to a Un ivers i ty  Hosp i ta l  Vas- 
cular  Unit. The s tudy  des ign  enab led changes hi the 
qual i ty  of life over  t ime to be assessed,  w i th  each 
pat ient  act ing as his or her  own control.  Thus, any  bias 
in the t reatment  moda l i ty  selected for any  part icu lar  
ind iv idua l  has been e l iminated and the outcome as- 
sessment  w i th in  each group  is subject specific. This is 
an improvement  over  prev ious  outcome studies in 
which the pre-morbid state of the patients was un- 
known. 10,16 
There is a need for improved quality of life as- 
sessment of surgical treatment. 17'18 Unidimensional 
scales uch as quality adjusted life years (QALYs) have 
found proponents who stress their general ap- 
plicability for deciding how resources hould be al- 
located.17,19 21 However, quality of life is an abstract 
phenomenon which is difficult to summarise in a 
single value. The quality of each person's life will 
depend upon such factors as emotion, energy, pain, 
mobility and social function, including occupation 
and a complex interplay of these many factors is 
responsible for a patient's perception of the success or 
otherwise of their treatment. 17'~8'21 The relative import- 
ance of each of these "domains" will be subject to 
individual variation. Some people can cope with the 
physical limitations of a major amputation and yet 
still have a good quality of life (case history 1). Also, 
limb salvage is no insurance policy to a full and 
happy life (case history 4). The degree of handicap 
experienced by a patient may depend upon 
Eur J Vasc Endovasc Surg Vol 13, March 1997 
Quality of Life in Critical Limb Ischaemia 311 
hi) 
+ 
~9 
p < 0.05 
I L L I I ] 
PTA Thrombectomy/ 
thrombolysis 
p < 0.001 
I I I I I I ] _1 I I 
o 
Surgical Failed 
bypass reconstruction 
Unilateral 
amputees 
I I I I 
o 
Bilateral 
amputees 
Fig. 2. Mobility scores for each of the clinical outcome groups at presentation (pre), 6 months (6 too) and 1 year (1 yr) after treatment. 
Statistical nalysis (Wilcoxon paired rank) compares pre with 1 yr results. Key to clinical groups - as Fig. 1, 
environmental daptation. 22 The quality of life out- 
come is not, therefore, solely concerned with the ability 
to save an ischaemic limb, but more about returning 
a "healthy" individual to their place in society. Health 
in this case is not only an absence of infirmity, but 
also a state of mental, physical and social well-being. 
The instruments we have used to measure these as- 
pects of quality of life are clinically applicable, simple 
to administer, reproducible and validated for use in 
rehabilitation programmes. 11-15 
It is reassuring that after treatment of critical leg 
ischaemia, pain was improved in all patient groups 
studied. The use of analgesia in follow-up was not 
assessed, but as case history 4 illustrates, pain was a 
major limiting factor to a successful treatment out- 
come. The relief of pain must be a major objective of 
treatment. 
None of the patients gave questionnaire r sponses 
which suggested major clinical anxiety or depression, 
although only patients after surgical revascularisation 
showed a significant reduction in both affective para- 
meters. Anecdotally, both anxiety and depression con- 
tributed to a poor treatment outcome as recorded in 
case histories 2 and 4. 
Predictably, and in keeping with the experience of 
others, mobility was better in patients after limb sal- 
vage than after primary amputation. 1°'16 However, 
those patients who underwent amputation after failed 
revascularisation (group 4) maintained their mobility 
scores at the same level as those patients who had a 
successful revascularisation. This unexpectedly good 
mobility achievement for patients who had a failed 
revascularisation procedure may be explained by a 
pre-morbid clinical advantage, as reflected in their 
high ADL performance compared to amputees and 
their superior Frenchay activities index compared to 
all other groups at presentation. 
The patients' abilities for independent ADL was 
maintained at high levels in all of the outcome groups 
except for bilateral amputees. Significant improvement 
was noted in the ADL scores of patients having an- 
gioplasty or surgical bypass but this improvement was 
only from minor clinical disability to near-normal 
independent function. Perhaps most surprising was 
the significant improvement in ADL achieved by uni- 
lateral amputees, demonstrating that good re- 
habilitation can lead to good independent function 
and that a major amputation is not incompatible with 
Eur J Vasc Endovasc Surg Vol 13, March 1997 
312 B.F, Johnson et aL 
o 
+ 
o 
1 
0.9 
0.8 
0.7 
0.6 
0.5 
0.4 
0.3 
0.2 
0.1 
0 
p < 0.05 
__" 
I r I I I I I 
~ ° o ~ 
PTA Thrombectomy/ 
thrombolysis 
p < 0.01 
rr t L 
I I J P r I I I I 
¢9 0 
Surgical Failed 
bypass reconstruction 
p < 0.05 
I I I I _ l  I 3__  
1-4 ~-t 
Unilateral Bilateral 
amputees amputees 
Fig. 3. Barthel Index for each of the clinical outcome groups at presentation (pre), 6 months (6 mo) and 1 year (1 yr) after treatment. 
Statistical analysis (Wilcoxon paired rank) compares pre with i yr results. Key to clinical groups - as Fig. 1. 
a high level of self-care ability when the home en- 
vironment has been suitably adapted. 
Lifestyle, as measured by the Frenchay method, was 
maintained at a relatively high level in patients whose 
limbs were saved by angioplasty and surgical re- 
construction and remained moderately poor or very 
poor in patients who underwent primary unilateral 
or bilateral amputation. There was significant 
impairment of Frenchay lifestyle in patients who had 
limb salvage by thrornbolysis or thrombectomy fol- 
lowing an acute ischaemic insult. This impaired quality 
of life outcome in patients with legs saved by throm- 
bectomy or thrombolysis could be explained by poor 
general health, especially in respect of poor cardiac 
function in some patients who present with arterial 
occlusion. 23 There was a clear disadvantage for patients 
who required a major amputation secondary to failed 
revascularisation who, in spite of their excellent mo- 
bility and ADL outcome, had a lifestyle performance 
after 1 year which equated with that of primary am- 
putees. 
The devastating effect of a failed reconstructive 
procedure on Frenchay lifestyle performance has been 
demonstrated, prospectively, with deterioration at 6 
months persisting to i year after treatment. This effect 
occurred in spite of improved pain control, better 
mobility, reduced anxiety and a maintained ability for 
self care. In a previous study, the financial con- 
sequences of this disaster were demonstrated. ~° In 
addition, it should be remembered that early surgical 
revision carries a high mortality. 24 The need to avoid 
failed limb-salvage is clear. 
Outcome measures have, in the past, concentrated 
on societal norms in the assessment of disability and 
handicap. However, physical disability does not al- 
ways translate into a lifestyle handicap. The patient's 
own expectations and needs should be addressed to 
tailor treatment on an individual basis. 2s The en- 
vironment score results in the current study indicate 
that most of the patients received satisfactory home 
adaptation. Greater emphasis is required for re- 
habilitation in the workplace and leisure activities 
outside of the home. Only by taking into account he 
whole patient and their wishes can the most ap- 
propriate treatment be administered. 
In conclusion, limb salvage in the treatment of 
patients with critical ischaemia of the leg resulted 
in a better maintained overall quality of life than 
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Fig. 4. Frenchay lifestyle scores for each of the clinical outcome groups at presentation (pre), 6 months (6 mo) and 1 year (1 yr) after 
treatment. Statistical analysis (Wilcoxon paired rank) compares pre with 1 yr results. Key to clinical groups - as Fig. 1. 
amputation. This was in spite of a maintained or 
improved self-care ADL irrespective of outcome. The 
decision to attempt revascularisation of leg threatening 
ischaemia should be based on the individual lifestyle 
requirements of each patient in addition to factors 
relating to the degree of ischaemia and technical 
aspects of a surgical or endovascular pproach to limb 
salvage. The main aim for vascular surgeons treating 
patients who present with critical leg ischaemia is to 
attempt to maintain their overall quality of life at the 
pre-morbid level. 
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